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Background: Little is known about the frequency, predisposing conditions, and long-term impact of atrial flutter (AFL) after lung transplantation in 
adults.
Methods: We reviewed the records of 269 (56% men, mean age 53 ± 13 years) consecutive patients who underwent uni-lateral or bi-lateral lung 
transplantation at the University of California, San Francisco from April 1998 to May 2010. Post-operative AFL was diagnosed based on review of all 
12-lead electrocardiograms performed after surgery by two electrophysiologists blinded to each other’s diagnosis
Results: A total of 35 patients (13%) developed AFL over a mean of 11.7 days after surgery. Of the 35 patients who developed AFL, 24(67%) had 
atypical AFL, while 11(31%) developed typical AFL. Predictors of postoperative AFL in multivariate analysis included: advanced age (relative risk [RR]: 
1.04, 95% confidence interval [CI]: 1.01-1.08, p=0.04), idiopathic pulmonary fibrosis (RR: 2.94, CI: 1.31-6.62, p=0.01), and left atrial enlargement 
(RR: 2.86, CI: 1.07-7.65, p=0.03). Of the 35 patients who developed post-operative AFL, most were treated with rate control (89%) and some with 
cardioversion (11%) if the AFL did not resolve spontaneously. Only 3 had more persistent AFL requiring electrophysiological study and ablation. Two of 
these 3 patients had atypical AFL around the pulmonary veins and one had typical counterclockwise AFL.
Conclusions: Patients with advanced age, pulmonary fibrosis, and left atrial enlargement are at increased risk for developing AFL. Though atypical 
AFL commonly occurs early after lung transplantation in adults, it is most often a self-limited arrhythmia that resolves spontaneously without need 
for ablation. Rate control with or without cardioversion are reasonable initial strategies with ablation required for only persistent cases.
